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KEYWORDS Summary Infected aortic aneurysms are difﬁcult to treat and, in the absence of aortic resec-
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tion, are almost always fatal. We report a case of an infected aortic aneurysm cured by antibiotic
treatment alone. In this case, the intramural abscess was supposed to be naturally resolved by
the discharge of pus into the vascular lumen and infection was suppressed by the antibiotic
treatment.
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Introduction
Infected aortic aneurysms are rare and difﬁcult to treat.
Their frequency among all aortic aneurysms has been
reported to be 0.5—1.3% [1]. The hospital mortality rates of
combined medical and surgical treatment range from 11%
to 44% [2,3]. Infected aortic aneurysms are almost always
fatal in the absence of aortic resection. Therefore, early
diagnosis, prolonged antibiotic therapy, and timely surgical
intervention are essential for survival.
∗ Corresponding author. Tel.: +81 285 58 7344;
fax: +81 285 44 5317.
E-mail address: shimpo@jichi.ac.jp (M. Shimpo).
C
A
s
t
h
A
1878-5409/$ — see front matter © 2011 Japanese College of Cardiology.
doi:10.1016/j.jccase.2011.03.004diology. Published by Elsevier Ltd. All rights reserved.
We report a case of infected abdominal aortic aneurysm
hat was controlled by an antimicrobial agent alone, without
ecourse to an operation. During the time course of antibi-
tic treatment, the intramural abscess was supposed to be
aturally dissipated by the discharge of pus into the vascu-
ar lumen, and the prognosis of the patient was good. We
ere describe the case and present computed tomography
mages that show its clinical course.
ase report
57-year-old man, who had been treated for hyperten-
ion, fell on the stairs and injured the right leg. Swelling in
he right leg continued for two weeks, and then he started
aving a chill, an arthralgia, and a strong general malaise.
fter another week, he was seen at a clinic because of high
Published by Elsevier Ltd. All rights reserved.
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sigure 1 Day 1. An aneurysm of 3 cm diameter at the under sid
eriaortic inﬂammatory soft tissue (large white arrow), and a m
ever and intermittent low back pain in addition to the leg
welling, and was treated with antibiotics based on the diag-
osis of cellulitis. However, high fever over 38 ◦C with chill
nd rigor continued and he started having severe abdomi-
al pain, then he was referred to Jichi Medical University
ospital.
On physical examination, his temperature was 38.0 ◦C,
nd his cardiovascular hemodynamics were stable. His white
ell count was 11,000/L, his C-reactive protein (CRP) level
as 11.9mg/dl, and other blood tests were unremarkable.
computed tomography (CT) scan showed an aneurysm of
.0 cm in diameter at the infrarenal level of the abdominal
orta (Fig. 1). It also showed enhanced periaorta, promi-
ent periaortic inﬂammatory soft tissue, and an intramural
bscess appearing as a hypoattenuating concentric area. A
lood culture was performed three times and was nega-
ive on each occasion, because the antibiotics had already
een administered to him. We made a diagnosis of infected
ortic aneurysm based on the CT ﬁndings and clinical
ourse.
Intravenous administration of 2.25 g/day of vancomycin
nd 2 g/day of ceftriaxone was initiated. Two days after
is admission, the patient’s fever went down and his white
lood cell count and CRP level decreased. On the 6th day,
epeated CT showed improvement of the periaortic inﬂam-
atory soft tissue (Fig. 2). On the 9th day the patient had
fever spike with shivering, but the fever lasted for only
few days. And on the 12th day, repeated CT showed that
ow density area of abdominal aorta was ﬁlled with con-
rast dye with an intimal ﬂap, looking like a false lumen
f dissecting aneurysm (Fig. 3). The inﬂammation of the
i
i
d
ethe renal artery. Enhancement of the vessel wall (black arrow),
abscess (small white arrow) are visible. K, kidney; V, vertebra.
eriaortic soft tissue was reduced on CT, and the white blood
ell count and CRP level were decreased. Thus, we judged
hat the antibiotic therapies were effective, and contin-
ed the administration without an operation. Thereafter,
he aneurysm did not expand at CT on the 19th day. The
ntibiotic treatment was continued for 26 days until his body
emperature and the blood test results were normalized.
he patient was discharged and has been doing well after 8
onths of follow-up. Fig. 4 shows the summary of clinical
ourse.
iscussion
e reported a case of infected abdominal aortic aneurysm
ithout operation. Infected aortic aneurysm is a lethal
isease, and false aneurysm carries a risk of death by rup-
ure. However, in this case, the false aneurysm did not
upture because the intramural abscess was supposed to
e naturally dissipated by the discharge of pus into the
ascular lumen, and infection was suppressed by antibi-
tics.
The diagnosis of infected aortic aneurysm is usually sus-
ected on symptoms of infection (fever, associated with
bdominal or back pain) and on imaging studies, then
s conﬁrmed by culturing an organism from the blood or
urgical specimens. CT scan often results in the clear
mages of aneurysm associated with the following ﬁnd-
ngs: peri-aortic soft-tissue mass or edema; rapid aneurysm
evelopment; and progression or periaortic gas [4]. How-
ver, differential diagnosis of the other aortic diseases,
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Figure 2 Day 6. The periaortic inﬂammatory soft tissue is attenuated (large white arrow). Calciﬁcation of the aorta (small white
arrow) is visible. K, kidney; V, vertebra.
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tFigure 3 Day 12. The mural abscess is dissipated, and the an
at the neck of the aorta (small white arrow). K, kidney; V, vert
such as the intramural hematoma (IMH)-type dissection and
penetrating atherosclerotic ulcer (PAU), is sometimes difﬁ-
cult. IMH-type dissection appears as crescent-shaped areas
of high-attenuation (CT-value 60—70HU in plain CT) with
eccentric aortic wall-thickening [5], but the plain CT in the
acute phase did not show such ﬁndings in this case (Fig. 1).
PAU is deﬁned by an ulceration of an aortic atheroscle-
rotic plaque penetrating through the internal lamina into
the aortic media. On imaging, PAU typically appears as
one or more focal, contrast-material ﬁlled, craterlike out-
punching of the lumen, with a thickened aortic wall and
inward displacement of calciﬁed intima by concomitant
intramural hematoma [6]. Although we could not verify
bacteria in this case, we considered that the hypoattenu-
ation area (CT-value 30—40HU) associated with periaortic
t
b
9
hsm became saccate (large white arrow). Calciﬁcation is visible
nhancement and prominent periaortic inﬂammatory soft
issue showed the intramural abscess. Thus, based on clin-
cal course and CT ﬁndings, we diagnosed infected aortic
neurysm.
An infected aortic aneurysm is a difﬁcult to treat and life-
hreatening condition without surgical intervention. Among
he patients who had to avoid operation, the mortality rate
n hospital was 50%, and the aneurysm-related mortality
ate after long-term follow-up was 59% [7]. In this case,
e treated the patient conservatively. It was judged that
he operation was difﬁcult because the aneurysm was close
o the renal arteries. Although the antibiotics appeared to
e effective, the patient experienced a fever spike on the
th day. Repeated CT showed that the intramural abscess
ad disappeared and the blood ﬂow had presented there.
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[igure 4 Summary of clinical course. WBC, white blood cell
rotein; VCM, vancomycin; CTRX, ceftriaxone; PIPC/TAZ, piper
e recognized that the hypoattenuating concentric area
etected by previous CT had disappeared, indicating that
he intramural abscess had naturally resolved through the
ischarge of pus into the vascular lumen. It would appear
hat the spike fever was due to transient bacteremia.
Previous reports showed that 70% of patients with
nfected aortic aneurysms have at least one comorbid con-
ition associated with some degree of immunosuppression,
ncluding diabetes, chronic renal failure, chronic steroid
se, rheumatoid arthritis, and lymphoma [8]. In addition,
he arteriosclerosis was considered as a risk of developing
nfected aortic aneurysms. It has been reported that 46% of
atients have had a recent infection due to conditions such
s pneumonia, endocarditis, enterocolitis, and so on [8]. In
his case, although the patient was not in an immunocom-
romized status, he had hypertension and calciﬁcation of
orta, and had a deﬁnite history of longstanding cellulitis
ithout medical treatment. These conditions of this patient
ere thought to be associated with the onset of infected
ortic aneurysm.
It has been reported that Staphylococcus aureus was
he most common pathogen in cases of infected aor-
ic aneurysm, being responsible for 29% of cases, and
almonella organisms were the second most causative,
ccounting for 24% of cases [9]. In this case, we could not
dentify the originating bacterium but we could treat with
ntibiotic therapy with prospect of Staphylococcus infection
ecause of the antecedent cellulitis.onclusion
e experienced a case of infected aortic aneurysm that
as improved solely by antibiotic treatment of about 4
[, computed tomography; Temp, temperature; CRP, C-reactive
n/tazobactam; CPFX, ciproﬂoxacin.
eeks. When a false aneurysm is formed, resection is rec-
mmended. However, the image that the intramural abscess
ischarged into the vascular lumen may not be an unfavor-
ble prognostic sign under adequate antibiotic treatment.
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